graduation in OB/GYN. Herein, we aimed to examine factors associated with the chosen route of operative delivery (abdominal vs. vaginal) in the second stage of labor for appropriate clinical indications, and to consider the potential impact of mid-cavity/rotational OVD skills on overall CD rates. STUDY DESIGN: Case-control study of patients delivered by OVD compared with second-stage CD over a 4-year period in a tertiary academic center. Multiple pregnancies, trial of labor after CD and intrauterine fetal deaths were excluded. Demographics and outcome data were collected retrospectively by interrogation of the OBNET database and individual chart review. Groups were compared using Student's t, Mann-Whitney U and chi-square tests as appropriate. IRB approval was granted . RESULTS: In 2012-15, a total of 591 patients with unscarred uteri and singleton live fetuses required second stage operative intervention (5.7e7.1 % of births per annum). There were no differences between CD and OVD groups in age, gestation or labor onset. Women undergoing trial of OVD (68.4%) were more likely to be parous (21.6% vs. 12.0%, p¼0.022) with lower body mass index (24.9 AE 5.85 vs. 28.3 AE 1.56, p¼0.031). There were no differences in Apgars scores or umbilical arterial (UA) or venous pH, but UA base deficit was higher after OVD (5.5 AE 3.4 vs. 3.9 AE 0.3, p<0.001). Patients undergoing primary CD had a higher estimated fetal weight (3610 AE 37.2 vs. 3354 AE 25.8 g, p<0.001), station (+1 AE 0.1 vs. +3 AE 0.1, p<0.001) and actual birthweight (3507 AE 43.3 vs. 3352 AE 23.1 g, p¼0.002), however 88.8% were below the level of the ischial spines (0 to +2) and hence potentially eligible for mid-cavity OVD; only 12.5% were persistently OT and in need of manual rotation or rotational OVD. CONCLUSION: Factors associated with decision for primary CD in the second stage were largely predictable clinically. However, a substantial proportion may be preventable if providers adequately trained/experienced in mid-cavity/rotational OVD are available. Galway University Hospital, Galway, Galway, Ireland, 6 National University of Ireland Galway, Galway, Galway, Ireland OBJECTIVE: After one cesarean delivery (CD) the options for future delivery include vaginal birth after cesarean (VBAC) or elective repeat cesarean delivery (ERCD), albeit practice regarding this is controversial and varied worldwide. The aims of this study were: 1. to assess women's views of their birth experience after their first CD; 2. to compare the findings between women who had an elective CD (ECD) and those who had an emergency CD (EmCD); 3. to evaluate their views on a potential future delivery; and 4. to investigate whether they would be willing to join a clinical trial of VBAC vs ERCD in a future pregnancy. STUDY DESIGN: This was a prospective questionnaire survey of woman who had their first CD between January and August 2018 in Galway University Hospital. Eligible participants were contacted by telephone for consent and postal surveys sent out, with review board approval (Ref No. 1804). Survey results were collected, and statistical analysis performed using Chi-Square test. RESULTS: There were 297 eligible women consented to participate, of which 242 (81.5%) did, and 154 (64%) surveys were returned complete. EmCD n¼104 (67.5%); ECD N¼ 50 (32.5%) ( Table 1) . Satisfaction levels for mode of delivery in both groups are shown (Table 1) . Women in the EmCD group were less satisfied with the information received prior to the delivery (P<0.05). Both groups were less satisfied with the postnatal counseling provided, and a similar difference observed (P <0.05). Regarding VBAC in a future pregnancy, 45 (43.3%) and 17 (34%), in the EmCD and ECD groups respectively, expressed a preference for VBAC. A lower rate of women in the EmCD expressed a preference for ERCD than those in the ECD group. Approximately 80% of women in both groups said they would consider randomization in a future pregnancy. CONCLUSION: Debriefing and counselling women after a CD is an important part of pregnancy care and can have a significant impact on a woman's overall birth experience, as well as her view on mode of delivery in a subsequent pregnancy. A significant proportion of women in this cohort were considering VBAC for future delivery, and a majority of women stated they would consider randomization in a future RCT. These data indicate that an RCT of VBAC versus ERCD would be viewed positively by women with one previous CD in our population.
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958 The harvesting, transplant, and tracking of stem cell sheets for the prevention of uterine scarring University of Utah Health, Salt Lake City, UT, 4 Cell Sheet Tissue Engineering Center, University of Utah Health, Salt Lake City, UT OBJECTIVE: Rates of placenta accreta are increasing along with increased rates of cesarean. Thus, we assessed the feasibility and reproducibility of creating, transplanting and tracking stem cell sheets (SCS) onto a hysterotomy in a rat model. STUDY DESIGN: Cell Sheet Tissue Engineering Center at University of Utah has focused on allogenic cell sheet therapy using cell sheet tissue engineering developed by T. Okano. Human umbilical cord mesenchymal stem cells (hUC-MCS) were seeded in a nutritional media, promoting their division and increased their concentration. After reaching a confluence, the cell suspension was seeded on a Poster Session V ajog.org thermo-responsive cell culture dishes (UpCellÒ) at a concentration of 3.0 x10 5 cells/dish. These dishes have a polymer at the bottom that changes its characteristic with fluctuation in temperature. At 37 C the polymer is hydrophobic, the seeded cells will attach to its surface and multiply to confluence of cells. At 20 C the polymer becomes hydrophilic, detaching the cells from its surface in the form of a SCS. In this process, an adhesive extracellular matrix forms on the basal side of the cell sheets. The now floating SCS are scooped using a thin plastic square sheet, which is used to transport the SCS to the surgical field (Figure 1) . SCS cells are labeled with a fluorescent marker to allow them to be identified after transplantation.
After hysterotomy repair in rat models, the SCS is transplanted on the surface of the hysterotomy by sliding it down from the plastic sheet with forceps. The shape and adhesive extracellular matrix of SCS allows it to be fixated directly onto the hysterotomy without any scaffolds or sutures.
Proper positioning and location of the SCS is confirmed by fluorescent microscopy and evaluated on days one, three, and seven after surgery. RESULTS: A total of 3 SCS were created from one vial of stem cell suspension, with surface areas of approximately 1cm 2 (Figure1). All sheets were successfully transplanted in 3 rats that underwent hysterotomy and repair. In the follow up period, we were able to localize the SCS in healed rat uteruses in the transplanted location (Figure 2) . CONCLUSION: Stem cell laying in sheet form is a feasible and reproducible technology in which the transplantation of stem cells can be made directly to the required location. OBJECTIVE: Cesarean section (CS) accounts for 31.9% of births in the United States and is associated with a 3.6-fold increase in maternal mortality, in part due to complications in future pregnancies such as uterine rupture or placenta accreta. CS technique is largely anecdotal because it is not known how the unique structure of the uterus nor CS surgical factors impact scar formation. The purpose of this study was to investigate the histologic structure and density of post-CS uterine scar. STUDY DESIGN: Lower uterine segment was prospectively biopsied at the time of repeat CS (n¼4). Samples from a primary CS and premenopausal non-pregnant hysterectomy specimen were used for comparison. Data collected included demographic information and inter-conception interval (ICI). Biopsy specimens were formalin fixed, paraffin embedded, and sections were stained with Masson Trichome to differentiate collagen (blue) and myometrium (red/purple). Representative images were analyzed using ImageJ software. Collagen bundle thickness was quantified, and ANOVA was used to detect differences between samples. Tissue specimens were sent for 3-dimensional molecular imaging with MicroCT. Vivoquant software was used for segmentation analysis of MicroCT images. Differences in tissue density were compared using Chi-square, with significance at p<0.05. RESULTS: Collagen bundles were thicker and more disorganized in subjects undergoing repeat CS compared to unscarred pregnant and post-menopausal specimens (p < 0.001). The range of collagen bundle size was also wider in subjects with a shorter 29-34 month ICI compared to a longer 106-108 month ICI (2.37-23.84 mm vs 2.37-9.00 mm). MicroCT analysis revealed a heterogeneous distribution of scar density within RCS tissue samples (p < 0.001), with collagen density randomly distributed between serosal and endometrial surfaces. CONCLUSION: Post-CS scar structure is characterized by increased collagen bundle thickness compared to native uterine tissue. Scar structure is dynamic over time with more abundant and disorganized collagen bundles present earlier in the healing process, and more contracted scar over time. MicroCT analysis shows heterogeneity in scar density, even among samples of similar ICI, suggesting the importance of individual variation. Further study is needed to determine if molecular characteristics of uterine scar structure are associated with adverse pregnancy outcomes.
